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Abstract:
Objectives: Hispanic Americans have a higher prevalence of Type 2 Diabetes (T2DM) compared to nonHispanic whites, and are at greater risk for developing diabetes-related complications. Barriers and
facilitators to dietary management of T2DM among this population may be particularly influenced by
culture and gender, where traditional gender roles and values prevent Hispanic men from engaging in
healthy dietary self-management behaviors. Despite this, research focusing on dietary management of
T2DM among Hispanic men is scant. This study aimed to assess perceived barriers and facilitators, as
well as perceived influences of culture and gender on the dietary management of T2DM among Hispanic
men, as reported by health care professionals.
Methods: Key informant interviews (n=17) with health professionals working with Hispanic men
diagnosed with Type 2 Diabetes in New York City were conducted to examine perceived barriers and
facilitators when addressing the dietary needs of this population. Interviews were transcribed and
analyzed using a content analysis approach to identify themes related to cultural and gender influences of
T2DM dietary management.
Results: Barriers and facilitators surrounding culture, gender, socioeconomic status and structural policies
within the healthcare system emerged as dominant themes. Barriers relating to culture and gender were
identified by participants, with many perceiving Hispanic men’s dependency on others to prepare their
food as a primary barrier. Cultural foods and values and traditional gender roles were also perceived to
influence dietary management of T2DM. Factors relating to socioeconomic status and the complexities
within the healthcare system were also identified as barriers. Implementing cultural competency and
relationship-building strategies were perceived facilitators for health professionals to implement. Many
believed systemic changes within the healthcare system are needed to facilitate increased engagement and
adherence among Hispanic men. Increasing coordination among health professionals involved in diabetes
care, as well as the support available to Hispanic men to ensure this population receives sufficient access
to health care were among the most desired facilitators identified.
Conclusions. Hispanic men face multiple challenges to dietary management of T2DM due to their unique
circumstances created by the intersecting roles of culture, gender, and socioeconomic status. To address
the underlying causes of diet-related health disparities, future research should focus on the
intersectionality of these barriers. Health professionals and institutions would benefit from increased
funding which supports training in cultural competency and behavior change counseling strategies, in
addition to the implementation of patient-centered care coordination initiatives, to ultimately allow for
increased knowledge of diabetes, dietary management, and self-efficacy in skills related to preparing
healthy foods among Hispanic men.
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Chapter 1: Introduction
Statement of the Problem:
Type 2 Diabetes (T2DM) has reached epidemic proportions in the last two decades. In 2017, the United
States spent $327 billion on costs related to diagnosed diabetes, more than any other country worldwide
(American Diabetes Association, 2018). Despite this, T2DM continues to rise, with Hispanic Americans
among those most affected. Nationwide, the prevalence of Hispanics diagnosed with T2DM in 2017-2018
was 12.5%, nearly two times that of non-Hispanic whites (7.9%) (Centers for Disease Prevention [CDC],
2020). Among Hispanics, prevalence is higher in Hispanic men (13.7%) than women (11.6%) (Centers
for Disease Control and Prevention, 2020). Hispanic populations are also more likely to have uncontrolled
diabetes: a prospective, population-based study conducted among 16,385 Hispanic participants (60%
women) found participants overall were not successfully managing their T2DM, with 52% reporting
HbA1c levels above the recommended target level of ≧7.0% (Schneiderman et al., 2014). Hispanic
Americans are also more likely to develop diabetes-related complications: when compared to nonHispanic whites, Hispanics have a higher incidence rate of end-stage renal disease due to diabetes (2.6%)
and worse overall patient-centered care quality outcomes, with New York state ranking as one of the
worst states nationwide for ethnic/racial disparities (2018 National Healthcare Quality and Disparities
Report., 2019). In New York City (NYC), the prevalence of Hispanics with diabetes is 17%, compared to
non-Hispanics (10%) (Greer et al., 2017).
Little research has focused on Hispanic men. Previous studies addressing T2DM management among
Hispanic populations have included participants who are overwhelmingly female. Gender differences
relating to diabetes management should be considered: men overall have poorer health outcomes, are less
likely than women to improve and/or maintain their health or seek medical care (Gavarkovs, Burkey, &
Petrella, 2016). Additionally, men are less likely to make dietary decisions based on the health benefits a
food may provide, opting instead to choose foods based on taste (Arganini et al., 2012).
Study Aims:
This study aimed to evaluate perceptions of healthcare professionals on the barriers and facilitators to
addressing the needs of this population. The objective of this study was to assess perceived barriers and
facilitators of T2DM among Hispanic men as reported by healthcare professionals and (2) determine the
influences of culture and gender on dietary management of T2DM among Hispanic men, as perceived by
health professionals. The researchers hypothesized that perceived barriers and facilitators to dietary
management of T2DM among Hispanic men would be influenced by the traditional cultural values and
gender roles commonly seen with Hispanic culture.
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Chapter 2: Literature Review
Factors Influencing Diabetes Management Among Hispanic Populations. Diabetes control involves
achieving glycemic control targets (having an A1C of less than 7%), as well as maintaining blood
pressure and LDL cholesterol to less than 130/80 mmHg and 100 mg/d, respectively to prevent diabetesrelated complications such as retinopathy, neuropathy, kidney disease, foot ulcers and amputations
(Ruberto et al., 2012). This is achieved through a combination of lifestyle behaviors involving physical
activity, self-monitoring blood glucose and following a healthy diet (American Diabetes Association,
2018).
Cultural beliefs and norms are considered vital influences in T2DM management among Hispanic
populations, and much attention has been given to addressing these needs through culturally tailored
practices. Addressing barriers related to socioeconomic status, limited health literacy, and culturallyrelated barriers have been correlated with significant improvements in T2DM management (Brown et al
2014, Prezio et al 2013, Rosal et al 2011).
Family has been cited as a primary motivator for adherence to diabetes management among both men and
women (S.A. Brown et al., 2014; Brunk, 2017; Concha, 2016; Kline et al., 2017; Testerman & Chase,
2018; Weiler & Crist, 2009). Familismo is a value dominant throughout all Hispanic subgroups, where
perceived family obligations, attitudes, and behaviors take precedence over individual needs (McEwen
and Murdaugh 2014, Benavides-Vaello & Brown 2015). Family members are often the primary sources
of support and has been associated with self-efficacy in diabetes management, which is considered a
critical component of behavior and lifestyle modifications in T2DM management (Hu et al., 2013, 2016;
Mansyur et al., 2016; Weiler & Crist, 2009). Providers have previously identified support from family
members as a potential facilitator; however the same study found that family may also act as a barrier for
women, whose health needs are commonly viewed as secondary to the needs of their family (Lipton et al.,
1998).
The patient-provider relationship is considered a valuable asset when providing diabetes care to this
population and improving diabetes management. The significance of this was emphasized in one
qualitative study, where doctors associated positive outcomes in diabetes management to their long-term
commitment to both the patient and their families. This perception was reiterated by Hispanic participants
in the study as well (Carbone et al., 2007). The relationships between health care providers and their
patients have the potential to affect engagement and education attained by patients. Perceived
relationships and consistent follow-up practices have been documented as contributing to increased
engagement (S.A. Brown et al., 2014; Mathew et al., 2012; Rosal et al., 2011; A. Thomas et al., 2017). A
study assessing perceptions of 16 healthcare providers highlighted the importance of patient-provider
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relationships, particularly during initial assessments of an individual. Providers attributed counseling
strategies such as shared decision making, motivational interviewing, and individualized and small dietary
changes to increased patient empowerment, skill-building, and goal-achieving awareness (J. J. Thomas et
al., 2016).
Within the Hispanic culture, personalismo values place an emphasis on the expectation that a close and
personal relationship exists between the patient and medical professional (Caballero, 2011). However, in
the United States, such relationships are unlikely to form due to various reasons such as language barriers,
physician time constraints, and/or lack of access to healthcare. This results in the decreased likelihood of
Hispanic patients maintaining their medical follow-ups to successfully manage their diabetes. Hispanic
cultures also have great respect for doctors, and oftentimes asking questions is not considered proper
social etiquette. This emphasizes the need for Hispanic patients to feel their provider is someone to be
trusted, as was found among 12 healthcare providers participating in a focus group study who perceived
this to be a key barrier to providing care to Hispanic patients (Lipton, Losey, Giachello, Mendez, &
Girotti 1998).
Dietary Management of T2DM. According to the American Diabetes Association, people with T2DM
should consume appropriate portions sizes, a variety of nutrient-dense foods, and regular carbohydrate
intake from fruits, vegetables, whole grains, legumes, dairy products, and healthy fats. Additionally, these
individuals should avoid sugar-sweetened beverages (SSB), limit unhealthy fats, and consume no more
than 2300 mg of sodium daily (American Diabetes Association, 2018).
Dietary management has been cited as one of the most difficult components of diabetes management
among Hispanic populations (Aponte et al., 2012; Burner et al., 2013; Caballero, 2011; McEwen et al.,
2017). Among Hispanic men, the most commonly reported challenges related to dietary adherence are
related to their lack of dietary knowledge and skills related to meal preparation and cooking, which are
often the responsibility of the female head of household (Aponte et al. 2012, Burner et al. 2013). Hispanic
men often prioritize their role as the primary caretaker of their family over other responsibilities, which
may include working multiple jobs, working late evening hours, or having long and inflexible hours (S.A.
Brown et al., 2015; Hawkins et al., 2017). Such work environments can be taxing on the physical and
psychosocial health of men, and can also adversely affect dietary adherence by promoting irregular or
skipped meals poor dietary choices, and increased intake of fast-food (S. A. Brown et al., 2015;
Cherrington et al., 2011; Concha, 2016; Hawkins et al., 2017; Hu et al., 2016; A. Thomas et al., 2017;
Toobert et al., 2011). For Hispanic men, working also has ties to cultural and gender identities. Being able
to provide for the family is not only seen as something that is expected of them, but is also associated
with masculinity and respect among peers (Villa-Torres & Fleming, 2015).
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Additional socioeconomic pressures may deter dietary adherence among Hispanic men. Diabetes
management can be financially burdensome, due to the cost of medication, supplies, and food (A. Thomas
et al., 2017). For Hispanic men, who often have low-incomes, this can be especially true (Cusi &
Ocampo, 2011; A. Thomas et al., 2017). Additionally, foods that comply with adherence to healthy
dietary behaviors may be cost-prohibitive or hard to access, with participants of previous studies noting
healthy foods are often too expensive to purchase or unavailable in their communities (S.A. Brown et al.,
2015; Gonzalez Castro et al., 2009; Hu et al., 2016).
While socioeconomic factors such as insurance eligibility, immigration status, and related fears have been
identified as barriers, cultural and emotional barriers may take precedence over financial barriers (Lipton,
Losey, Giachello, Mendez, & Girotti 1998). Considering traditional Hispanic foods when providing care
has the potential to produce significant reductions in HbA1c, the standard biomarker for assessing
diabetes management (S.A. Brown et al., 2014; Rosal et al., 2011). Hispanics commonly view their
traditional cultural foods as unhealthy and in contrast to optimal dietary management of diabetes; thus
avoidance of these foods is often considered necessary among Hispanic populations to obtain adequate
diabetes control (Aponte et al., 2012; Sharon A. Brown et al., 2015). Foods are often labeled as ‘good’ or
‘bad,’ with certain foods being ‘off-limits’ for individuals with diabetes (Aponte et al. 2012, Cherrington
et al. 2018).
Lack of knowledge regarding healthy preparation methods and portion control has been cited as a barrier
to dietary adherence in previous studies (Aponte et al., 2012; Campos, 2007; Cherrington et al., 2011;
Smith-Miller et al., 2016). A mixed-methods study examining the relationship among knowledge, selfefficacy, health-promoting behaviors, and T2DM self-management among recent immigrants with limited
English proficiency (63% woman) found participants to score lowest on questions related to nutritional
knowledge and self-efficacy. All participants considered a ‘diabetic diet’ to consist ‘mostly of special
foods’, indicating a disconnect between what is perceived as ‘normal’ foods and ‘healthy’ foods (SmithMiller et al., 2016). This often translates to diets containing many of the high-starch foods commonly
found in traditional Hispanic diets such as rice, plantains, and yams, leading ultimately to poor dietary
adherence (Aponte et al. 2012; Cherrington et al. 2018; Hu et al. 2016). In the studies reviewed, Hispanic
participants with T2DM expressed a desire for increased knowledge of dietary management of their
diabetes, siting the availability of nutrition education classes as a motivator (Aponte et al. 2012;
Testerman et al. 2018).
Self-efficacy has been associated with greater dietary adherence in diabetes management and has been
cited as a motivator for participation in previous studies (S.A. Brown et al., 2015; Testerman & Chase,
2018). Further, gender, language, and perceived support have all been shown to influence self-efficacy of
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dietary behaviors among Hispanic participants with diabetes (Mansyur et al., 2016). In the Vive en
Control RCT (all women), self-efficacy was significantly correlated with reduced HgA1c at the 12-month
mark (Toobert et al., 2011). However, despite the extensive research supporting the role of self-efficacy
on improved dietary behaviors, some interventions were unable to find significant correlations between
the two. Results of one family-based RCT found that while participants (65% women) reported moderate
to high confidence in implementing healthy dietary behaviors, no significant improvements were
observed in their dietary practices (McEwen et al., 2017).
Gender Roles. Previous studies focusing on Hispanic populations have identified distinct facilitators and
barriers to T2DM management that are gender-specific (Aponte et al., 2012; Burner et al., 2013;
Cherrington et al., 2011; Mansyur et al., 2016). When compared to women, men in general are more
likely to practice unhealthy behaviors, such as smoking or drinking alcohol, and are less likely to
implement healthy eating patterns, such as receiving adequate vegetable intake; both of which contribute
to increased risk of chronic diseases (Gavarkovs et al., 2015). Among Hispanic men and women,
differences have been found in the prevalence of risk factors between the two genders: men usually have
higher rates of chronic stress, hypocholesteremia, and smoking while Hispanic women have generally
been found to be more sedentary, have poorer dentition, and were more obese (Morin & Onge, 2019).
This may be correlated with varying lifestyle behaviors: within Hispanic culture, woman are the primary
caretakers, and being a wife and mother are considered their most important responsibility (Caballero,
2011). With diabetes management, common barriers among Hispanic women relate to a lack of social
support and their role within the home (Cherrington et al., 2011).
Conversely, Hispanic men have been found to rely less on social support for diabetes management
(Burner et al., 2013). However, for those with spouses, modifying meals may be difficult without
the support of the wife. Simpatíca values in Hispanic cultures make it hard to decline foods
prepared, as doing so is viewed as a sign of disrespect (Caballero, 2011). They are also more likely
to seek healthcare only when they are adversely affected by the disease, as reported in previous
research (Gavarkovs et al., 2015). This is in part due to the values of, machismo, a common ideal
surrounding perceptions of masculinity among Hispanic men, where the maintenance of a strong
male image is intertwined with putting the needs of one’s family and their role as breadwinner
before any physical health needs (Caballero, 2011). One qualitative study reported Hispanic men to
be more likely to be unwilling to admit their disease to others and to feel ashamed of their disease
and the image of weakness that it relates to (Testerman & Chase, 2018). Another qualitative
analysis of 30 interviews conducted with Latino men identified cultural values surrounding
machismo, masculinity, and family as factors preventing them from seeking healthcare for chronic
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illnesses. Attitudes towards disease prevention and management, as well as obtaining healthcare,
were also predictors of participants’ concern for chronic illnesses (Luquis, 2019).
Research Gap Statement:
More research is needed to understand the barriers and facilitators for successful management of T2DM
among Hispanic men. Though these studies present important information regarding dietary management
of T2DM, more research is needed to adequately address diabetes outcomes among Hispanic men. In past
research, dietary management was repeatedly cited as one of the most common challenges among this
population, which authors associated with traditional cultural roles commonly seen in Hispanic cultures
(Aponte et al., 2012; Burner et al., 2013; Caballero, 2011; Hu et al., 2013; McEwen et al., 2017). Despite
this, research focusing on dietary management behaviors among Hispanic men is particularly scant. Of
the 30 interventions reviewed as part of this research, only four included predominantly male participants
(Aponte et al., 2012, 2015; Burner et al., 2013; Luquis, 2019). In addition, none of these studies looked
exclusively at dietary management behaviors of T2DM. Thus, a more thorough understanding of how
gender and culture influence dietary adherence among Hispanic men is needed for any serious attempt at
reducing outcome disparities among Hispanics.
Moreover, incorporating healthcare perceptions of different cultural groups has been suggested to be a
key component in provider training on cultural competence (Reimann et al., 2004). Health professional’s
perceptions of the barriers and facilitators to dietary management of T2DM may offer greater insight into
optimal ways to reach this population. Despite this, little research has focused on this, and to the best of
the author’s knowledge, no study has focused specifically on perceptions of health professionals related to
the dietary management of T2DM among Hispanic men. Of those that have considered healthcare
perceptions, few have included dietitians. Their omitted views are important to consider, as dietitians may
be a key component to providing adequate dietary counseling to patients with diabetes.
Study Aims:
To address the existing research gap regarding dietary management of T2DM among Hispanic men, this
study aimed to evaluate perceptions of healthcare professionals on the barriers and facilitators to
addressing the needs of this population. The objective of this study was to assess perceived barriers and
facilitators of T2DM among Hispanic men as reported by healthcare professionals and (2) determine the
influences of culture and gender on dietary management of T2DM among Hispanic men, as perceived by
health professionals. The researchers hypothesized that perceived barriers and facilitators to dietary
management of T2DM among Hispanic men would be influenced by the traditional cultural values and
gender roles commonly seen with Hispanic culture.
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Chapter 3: Methods
Study Design:
This study utilized a qualitative approach to identify current barriers to dietary management among
Hispanic men with type 2 diabetes (T2DM).
Setting:
This study used a cross-sectional, qualitative study design to understand the perceptions and experiences
of health professionals working with Hispanic communities in NYC. The city has the second-largest
Hispanic population in the United States, with approximately 2.5 million Latinos comprising nearly 30%
of the city’s total population (Cordero-Guzmán, 2019; Greer et al., 2017). Within the next couple of
decades, Latinos are expected to surpass non-Hispanic whites to become the largest race/ethnic group in
the city (Bergad, 2016). When compared to non-white Hispanics, Latinos in NYC have a higher
prevalence of diabetes (17% vs 10%, respectively), and have higher incidences of deaths due to diabetesrelated complications (Greer et al., 2017).
Sampling and Recruitment:
Study participants were recruited via email correspondences with health professionals with experience
working with Hispanic men with T2DM. Additionally, a snowball sampling approach was utilized, where
participants referred additional potential participants. Potential participants were contacted via email,
which provided a brief introduction of the study. Those interested in participating were then contacted via
phone and screened for eligibility according to the study inclusion criteria: being an adult (>18 years of
age), a health professional (ie registered dietitian, nurse, physician, or diabetes educator) and self-reported
experiences working with Hispanic communities. Those who were younger than 18, did not identify
themselves as a health professional, and who did not have previous experience working with Hispanic
men with T2DM were notified that they did not meet eligibility requirements and were thanked for their
time.
Once eligibility was confirmed, oral consent (Appendix A) to participate was obtained, and written
information about the study was offered to participants. A total of 17 participants were recruited for this
study. Sample size was determined based on saturation point. As interviews were being conducted, notes
were used to track and assess the data saturation point, when no new information or emerging themes
were identified.
Recruitment fliers (Appendix B) were provided in English and were distributed through original email
correspondences with potential participants. Additionally, participants were given to fliers for
dissemination among healthcare centers.
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Materials:
A one-time semi-structured interview was employed to understand perceptions of health professionals on
the barriers and facilitators that exist in addressing the dietary needs of Hispanic men with Type 2
Diabetes. Eight semi-structured interview questions were asked with each including prompts to enable
thorough responses by participants. Questions included related to overall dietary management of
Hispanic men with T2DM as perceived by health professionals, focusing on general experiences
working with this population, dietary modifications perceived to be the most and least commonly
accepted, and perceived barriers and facilitators to effectively address the dietary needs of this
population among health professionals working with this population to (Table 1). A final question
was included to provide participants an opportunity to offer additional information. Nine additional
questions were asked pertaining to participant demographics, including sex, age, race, current title, years
of experience working with Hispanic men, site setting and location, and languages spoken (Appendix D).
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Table 1:
Interview topics and sample questions
Topics
Interviewee and practice
background

Experiences working with
Hispanic men with T2DM

Perceived barriers
Hispanic men face in
adhering to dietary
management of T2DM

Sample Interview Questions
Personal and professional background information (i.e. age, ethnicity,
education, years of related experience, current place of work).
Can you describe the work you are currently involved in?
Tell me about your experiences working with Hispanic men with T2DM.
What percentage of your patient population are Hispanic? Hispanic males?
Hispanic males with T2DM?
What are some of the barriers related to diet that Hispanic men face when
managing their T2DM?
Are the barriers identified unique to Hispanic culture and/or gender?
What aspects of following a healthy diet are generally most/least accepted by
Hispanic men with T2DM?

Best practices for health

What do you think are some of the best practices when working with

professionals to consider

Hispanic men with T2DM?

when working with
Hispanic men with T2DM

Are there any areas in which healthcare professionals could improve to better
serve this population?

Data Collection and Management:
One-time telephone interviews were conducted by the principal investigator (PI) between December 2019
and February 2020. Questions were interviewer-administered and audio-recorded. The average
length of interviews for each participant was 24 minutes (min=14, max=37). Survey results were
entered into an excel worksheet. Interviews were transcribed verbatim and inputted into Dedoose
Qualitative/Mixed-Methods analysis software by the PI.

Ethical considerations:
The study was deemed exempt by the CUNY Brooklyn College Institutional Review Board
(Appendix C). No identifying information was linked to the data. Participants received a subject ID;
any identifying factors were kept separately in a password-safe computer.
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Data Analysis:
Responses to the demographic questions were assessed using descriptive statistics (mean and
percentages). Responses to semi-structured interview questions were analyzed using a content analysis
approach to identify themes (codes) related to cultural influences on T2DM dietary management. Hsieh et
al (2005) define content analysis as a method of organizing, classifying, and summarizing qualitative data
to provide greater knowledge and understanding to the phenomenon under study (Hsieh & Shannon,
2005). In using this approach, codes were derived from the research questions or key words or phrases
that frequently appear in the text. Related words and phrases which appeared in the text were grouped
with corresponding codes. In this way, the text was categorized into codes as suggested by the data
(Harris et al., 2009).
Data analysis was managed by the PI, who analyzed interview transcripts, assigned codes and identified
emerging themes using an inductive thematic analysis approach, where codes were derived from the data
to identify concepts and hypotheses relating to the study’s aims (Merriam, 2009). Emerging themes were
identified using axial coding during data analysis. Axial coding is the process of grouping together data
which relate to each other into broader categories (Merriam, 2009). Recurring concepts which related to
the research questions were categorized, and codes were assigned to each identified category. Codes were
further grouped into larger categories based on their relatedness to one another. Further analysis of these
categories was conducted to identify major themes. Resulting codes and themes were discussed by each
member of the research team (the PI and supervisor) throughout multiple meetings which occurred
throughout the data analysis process. During these meetings, identified codes were refined until all
members of the research team agreed in the coding process and themes which emerged. The creation,
organization, and identification of interrelationships between codes and themes was conducted using
Dedoose Qualitative/Mixed-Methods analysis. Emerging themes were discussed among both members
of the research team to allow for an accurate interpretation of data.
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Chapter 4: Results
Sample Description:
The study included 17 health providers. Participants were registered dietitians (n=7), doctors (n=4),
nurses (n=3), and patient care coordinators/diabetes coaches (n=3) and had between 1 and 20 years of
experience working with the targeted population (mean=6.58 years). A majority of participants identified
as female (n=14) and all were between the ages of 28 and 54 (mean=38.7 years). Participants identified
primarily as Caucasian (n=6) or Hispanic/Latino (n=6). More than half spoke Spanish in addition to
English (n=11). Most experiences working with Hispanic men with T2DM were in Federally Qualified
Health Centers (FQHC) (n=11) and were located in the Bronx (n=12). Other site settings and locations
included community health centers (n=4), hospitals (n=3) and senior centers (n=1). Settings were located
in Manhattan (n=3) and the greater NYC metropolitan area (n=2), with the latter including Long Island
(n=1) and Nyack, NY (n=1). Table 1 presents additional sample characteristics.
Table 1: Participant Demographics (n=17)

Demographics
Gender (% Female)
Spanish Speaking*
Age (mean)
Ethnicity
Caucasian
Hispanic/ Latino
African American
Other**
Job Title
Dietitian
Physician
Other†
Years of Experience (mean)
Education
£ Undergraduate Degree
Graduate Degree
≥ Post Graduate Degree
Site Setting
Community Health Center
Federally Qualified Health Center
Hospital
Senior Center
Site Location
Bronx
Manhattan
Greater NYC Area††

n
14
11
38.7

Frequency (%)
82.4%
64.7%

6
6
2
3

35.3%
35.3%
17.6%
17.6%

7
4
6
6.6

41.2%
23.5%
35.3%

7
5
5

41.2%
29.4%
29.4%

4
11
3
1

23.5%
64.7%
17.6%
5.9%

12
3
2

70.6%
18.75%
12.5%

*Includes native and non-native Spanish speaking participants **Includes mixed race (n-2) and
South Asian (n=1) † Includes nurses (n=3) and care coordinators (n=3) †† includes
Westchester county and Long Island
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Qualitative Findings:
The analysis of healthcare professionals’ perceptions of dietary management of T2DM among Hispanic
men yielded the following overarching themes: Perceived barriers to addressing the dietary needs of this
population included challenges relating to culture, gender, socioeconomic status, a patient’s beliefs and
attitudes, and the overall healthcare system. Provider-based strategies were perceived to be a key
facilitator among health professionals, particularly in regards to the use of culturally-sensitive practices.
Additionally, participants identified a need for increased coordination among health professionals to
optimize the diabetes care profess, as well as an increased effort in addressing socioenvironmental factors
that influence dietary management of diabetes among Hispanic men. Perceived barriers and facilitators
are summarized in Table 2, and are further discussed below.

Table 2: Perceived Barriers and Facilitators for Hispanic Men with Type 2 Diabetes
Barriers to Addressing Dietary
Needs of Hispanic Men with T2DM

Cultural Barriers
Traditional Hispanic Diet (n=13)
Language barriers (n=3)

Gender Barriers
Don’t prepare their own food (n=14)
Non-receptive and unmotivated to make
healthy dietary changes (n=13)
Work environment (n=8)
Additional Barriers Identified
Low health literacy (n=12)
Lack of access to healthy and affordable
foods (n=12)
Diabetes management low priority (n=5)
Barriers within Healthcare System
Lack of integration among health
professionals (n=6)
Time scheduled with doctors is not
sufficient (n=6)
Lack of culturally appropriate resources
(n=3)

Facilitators for Addressing
Dietary Needs of Hispanic Men
with T2DM

Structural/Environmental
Areas of Improvement for
Increasing Diabetes Care
Provided to Hispanic Men

Culturally Sensitive Practices
(n=13)
Comprehensive understanding of
Hispanic culture (n=6)
Culturally appropriate resources
(n=6)
Modifying traditional foods to be
healthier (n=4)
Provide care in Spanish language
(n=4)

Increased cultural competency
through additional training and/or
diversifying health field (n=5)

Increase knowledge of diabetes
(n=12)
Individualized care (n=9)
Develop relationship by building
trust and rapport (n=7)
Create interactive experiences
(n=6)
Consistent reinforcement (n=5)
Involve family/spouse in diabetes
care (n=5)

Increased emphasis and utilization
of nutrition support services (n=3)

Increase availability of group
education programs tailored to
Hispanic men (n=4)

Increase food access and
affordability in low income
communities (n=2)
Connect with community sources
to assist with diabetes
management (n=1)
Greater coordination between
health professionals involved in
diabetes care (n=6)
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1) Culture and Gender Influence Dietary Management of Diabetes Among Hispanic Men.
Culture. Of the various culturally-related barriers identified, the traditional Hispanic diet was the most
commonly discussed, with 13 (76.4%) participants identifying it as a cultural barrier for Hispanic men to
manage their diabetes. Specific components of traditional Hispanic diets were described by participants
(n=6) as ‘unhealthy’ foods, consisting largely of lard, high sodium and fried foods. Most commonly cited
were the high-carbohydrate and starchy foods such as rice, beans and tortillas. One third of participants
discussed specific foods included in the Hispanic diet, while seven (41.2%) participants attributed
difficulty to modifying cultural diets to the fact that they were lifelong dietary behaviors rather than the
actual food components of the diet. Four participants attributed both of these to cultural barriers to
adhering to dietary management among men. Two participants also mentioned the tendency of Hispanic
meals to include large portions of these high carbohydrate foods. Three participants considered the
Hispanic diet to include low amounts of vegetables. Increasing vegetable intake was also cited as one of
the least commonly accepted dietary changes among Hispanic men (n=5), along with reducing overall
intake of carbohydrates (n=4).
Two Caucasian participants (P03, P05) discussed the influence of ‘cultural expectations’ and the familial
and social influences on the tendency of Hispanic populations to rarely eat foods outside of their
traditional diet, with the latter relating these expectations to eating the same foods as other family
members during meals:
I think also just cultural expectations. So a lot of my patients with diabetes who are Latino they
have traditional meals they and their families that they like to eat. A lot of rice. And, um, other
foods- meat, cheese- things that have just high dietary sodium. And then also glucose, so tortillas,
breads, things like that just have a ton of sugar in them. And, you know juices. Just things that are
not good for diabetes. So I think also just like cultural- different cultural practices that I think
may be barriers to adopting a better diet. (P05; doctor, hospital)
This aligned with the most commonly reported accepted dietary changes accepted by Hispanic men, with
reduction of both portion sizes of traditional foods (n=7) and intake of SSB (n=5) the most cited by
participants, both of which do not require food preparation practices.
Family and social influences were commonly perceived as a cultural barrier (n=6). One nurse believed
that dietary changes were limited without the support of the family, and believed it would be beneficial to
use the positive experiences of family or community leaders to encourage further adoption of healthy
behaviors among others who share the same health challenges (nurse; mixed race). One Hispanic care
coordinator discussed her strategy of encouraging group participants to involve the whole family in
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modifying dietary behaviors, highlighting the concept of dietary management not as an individual issue
but one that involves the health of all family members, as they often eat the same foods (care coordinator,
Hispanic).
Gender. Gender differences in dietary outcomes relating to diabetes management emerged as a theme.
Women were cited as generally being more committed to diabetes management than their male
counterparts, however men were perceived to maintain commitment more easily than women once they
developed an interest in the management of their diabetes (n=4).
Two participants described the tendency of Hispanic men to experience positive results more quickly
than women, and are thus more likely to comply to dietary behavior changes when compared to women:
I’m thinking about my male patients, I find that they usually make dietary changes and get results
whereas my female patients I find make changes but are not seeing results and they get
frustrated...I think the male patients that have made changes have lost weight and they tend stick
with it whereas with the females, sometimes I see relapse with. It’s temporary, if that makes
sense. (P13; Caucasian doctor, FQHC)
Traditional gender roles among Hispanic cultures was often discussed by participants. Females are
primarily responsible for preparing meals, of which often include traditional Hispanic foods. The fact that
Hispanic men don’t typically prepare their own foods was identified as a key barrier by health
professionals (n=14). Similarly, low dietary adherence was often attributed to Hispanic males often not
being the primary cook in the household (n=10). Some discussed challenges expressed by Hispanic men
relating to the lack of influence they have in the meal decision-making process (n=4). As described by
participants, this task usually fell to the wife or other female matriarchs in the household. In such cases,
the wife will prepare foods according to the food preferences of her family, including her husband; this
point was reiterated by three participants of varying professions. As one participant explained:
I do hear a lot is that you know their wife or their spouse or their partner or you know, whoever it
is, um- does the cooking and expects them to eat. And you know ‘she makes rice and beans and I
have to eat rice and beans and she doesn’t make vegetables.’ So that their spouses sort of equate
love with food and if they don’t eat they [the wives] get upset and think there’s something wrong.
So I think that’s one thing. (P03; Caucasian dietitian, FQHC)
Conversely, two dietitians noted that wives make an effort to encourage their husbands to adopt healthier
eating habits, however in such cases men were often considered resistant. According to one Hispanic
dietitian:
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In most cases they [wives] are supportive. Very supportive. The men are the ones that are more
stubborn and they [don’t] want to listen to the wife actually. You know, because they-they usually
come to the appointments with their wives and the wives have really worked with them to making
changes and having them checked their blood sugar. They’re the ones who are resistant to
change. (P10; Hispanic dietitian, community health center)
Additionally, two participants considered the fact that men are not traditionally responsible for preparing
foods for the whole family as a facilitator, allowing healthy dietary changes to be more easily
implemented on an individual basis by men when compared to women.
Several participants discussed the potential benefits of including the primary cook of the household in the
diabetes management process (n=6). One Spanish-speaking dietitian with one year of experience working
with this population thought it essential to consider the female role in Hispanic families, and to identify
areas in which they could be empowered to serve foods to family members based on nutritional value
rather than cultural preferences:
Empowering women to communicate with their husbands, stand up to their
husbands…implementing better food options in her kitchen, or how to make more traditional
recipes a little healthier… I do think that women are very receptive to that and obviously by
default- if traditionally they are the ones cooking at home, you know, the benefits are going to be,
you know, in some way fed off to the men. (P02; Caucasian dietitian, senior center)
Despite encouragement from the health professionals to includes wives, many reported that this does not
occur as often as desired (n=3). Two participants noted this to be potentially due to work schedules and
family obligations of the wife (n=2), while another attributed the low presence of wives to be due to
traditional machismo characteristics of Hispanic men (n=1). A male, Hispanic doctor believed Hispanic
men may feel more confident in managing their diabetes on their own, when compared to women.
However, this participant also acknowledged that men tend to be more engaged in diabetes management
behaviors when their wives attended appointments.
Men as a whole were described as less likely to prepare their own food, relying more often on purchasing
foods outside of the home. Hispanic men living alone were particularly dependent on foods prepared
outside of the home, such as bodegas, fast-food restaurants, and local Hispanic eateries (n=10). One
dietitian noted the tendency for men who came alone to be more engaged and consistent with follow-up
appointments with their T2DM management.
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Older, retired men were perceived as having greater difficulty in modifying dietary behaviors due to the
decreased willingness to change that is associated with older age, though this wasn’t considered unique to
Hispanic men (n=2):
I’ve notice that age can have a lot to do with that, particularly if you are a man in gender and
you’re elderly, you tend to be more dependent. So depending on what resources you have access
to- sometimes that can be a factor in terms of, like, how much of your diet you are able to
control…they don’t have the skills, or sort of like the habits or the willingness to change their
habits, I guess- incentive to go shopping for themselves, start cooking for themselves, or learning
how to cook. (P08; Caucasian dietitian, FQHC)
Hispanic men were perceived as being uninterested and non-receptive to making dietary changes (n=15).
Many times this was associated with the low tendency for Hispanic men to prepare their own food, and
the ensuing lack of skills related to food planning and preparation skills (n=5).
One nurse with more than 20 years of experience related these attitudes to a sense of acceptance of the
disease, which she perceived to be common throughout all Hispanic populations:
Most of the patients I worked with are Hispanic…and, I don’t care if you’re from Puerto Rico,
Dominican Republic, wherever. They all have the same view about food. And they all have the
same view about disease, you know it’s not just diabetes, any disease. It’s like ‘OK. It runs in the
family; this is how we’re going to die. (P07; African-American/Hispanic nurse, community health
center)
Men were also perceived to be resistant to attending group classes, as indicated by six participants
reporting low turnout of Hispanic males for their group classes. Work-related conflicts and a preference to
manage their diabetes on their own were cited as potential reasons for their low turnout for diabetes group
education classes, though this was not specific to Hispanic men. One key barrier to their attendance could
be the presence of females:
‘They feel this kind of group activities even going to yoga classes or other kinds of physical
activity might just be for women and not for them. They get enough exercise at work or they get
enough physical activity at home. They might also sometimes, be the only ones, men in the group.
So they also may feel they don’t belong in those groups. (P17; Hispanic male doctor, FQHC)
Work environment overall was repeatedly mentioned as a barrier to T2DM management among Hispanic
men (n=8). Commonly reported jobs by this population included those in construction, and restaurant
industries, as working as taxi drivers, all of which were described by participants as not conducive to
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following a healthy diet due to inconsistent schedules, long hours and locations often in areas which had
little to no access to healthy and affordable foods (n=8).
They work jobs that may or may not allow them to have time to purchase foods that may be
healthier than others. Some of them don’t have income that allow them to do that. For example if
you’re working in construction or shift-working or truck driving or something like that you’re not
necessarily going to have the time to go buy a salad, for example, and eat it or have the funds
to…I think they have, it’s a tougher thing to eat healthy because a lot of them as I said, a lot of
my patients who fall into this demographic are also working full-time and not doing jobs where
they can easily access healthier foods. So I think they may have more trouble with, some of like,
the meals. (P05; Caucasian doctor, hospital)
These types of jobs were attributed to an increased likelihood of not showing up for appointments, thus
preventing the adequate time and effort needed to implement healthy lifestyle changes necessary for
diabetes management (n=3).

Figure 1: Perceived cultural and gender-related influences on dietary management of T2DM among Hispanic Men.

Figure 1 presents the relationship between culture and gender influences, showing them as both overlapping
and isolated factors. Barriers predominantly identified as relating to gender and culture were placed in their
corresponding sections in the diagram. Those listed in the center were barriers identified as being influenced
by both culture and gender, with those overlapping to either side skewing more towards the corresponding
influence. Barriers listed towards the outermost part of the circles were less considered to be influenced by
culture or gender (i.e. denial, don’t prepare their own food). ‘Low health literacy’, ‘lack of access to healthy
and affordable foods’, and ‘healthcare system is complex’ were perceived to be influenced by both culture and
gender, though a majority of participants did not make this association.
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2) Factors Influencing Dietary Management of T2DM Beyond Culture and Gender.
The interviews revealed important barriers men faced, beyond gender and culture. Several participants
identified the difficulty in modifying lifelong dietary patterns as a challenging aspect to maintaining
dietary adherence, though this was recognized to be a barrier for all populations. Additional barriers
identified related to socioeconomic status, such as family constraints, financial costs of disease
management, low health literacy, and access to healthy and affordable foods. Additionally, participants
considered the complexities of the healthcare system to adversely affect diabetes management among this
group.
Modifying lifelong dietary behaviors is challenging. Encouraging Hispanic men to adopt new dietary
patterns was consistently identified as a perceived barrier to dietary management of diabetes (n=7). While
some participants considered Hispanic populations to be particularly resistant to making healthy dietary
changes, six noted that dietary changes related to diabetes management was not dependent on influences
of Hispanic culture or traditional gender roles, but more so on individual factors. One attributed
difficulties in making dietary changes to a sense of attachment and identity to any culture a person may be
part of:
I think there is this sort of attachment to what you eat as like a member of whatever- a member of
whatever group you identify with, like where you grew up. It’s just kind of like what you see
around you what’s normalized to you. Like where you live and what you see other people in your
family and in your community do. I think that’s not specific to Hispanic man I think that’s more of
a general sort of phenomenon. (P08; Caucasian dietitian, FQHC)
Commitment exhibited by an individual was also emphasized a key influence in making dietary changes:
In general, people have difficulty making changes. I don’t know if anything is specific from men
to women but usually you know what they need is commitment. Like regardless of gender when
they are really committed they can make the changes. (P10; Hispanic dietitian, community health
center)
Socioeconomic Challenges. Factors relating to Hispanic men’s socioeconomic status (SES) emerged as a
barrier to dietary management of diabetes (n=16). Participants identified challenges many Hispanic men
face due to their minority status and the economic disadvantages associated with this, such as medication
costs, family constraints, legal status, and having multiple medical conditions (n=5). Under such
circumstances, this demographic was often perceived to be unable to be receptive to dietary
recommendations by health professionals. Most prevalent during interviews were issues relating to low
health literacy, work environment and access to affordable and healthy foods.
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they’re trying to go out and make a living…unfortunately underrepresented minorities may not
have the same economic advantages that, you know, whites do. And so, just not having that leg
up, they may just be not having access to the best jobs and they’re working multiple jobs and
trying to make ends meet, and you can see really see how in that context it’s really challenging to
keep up with diabetes and self-care…diabetes requires a lot of, not just diet but medications and
physical activity, and they shouldn’t be smoking, and so all these things that they have to then a)
be motivated to do, and then do, and it’s hard if you’re already struggling in general (P05;
Caucasian doctor, Manhattan)
Hispanic men were described as lacking knowledge of dietary management of diabetes, and of having low
health literacy overall (n=12):
education but also understanding that their diet- like comprehension that diet does affect sugar.
Or even sometimes they didn’t understand what was diabetes. So even the basic understanding of
what the illness is. How food affects it. (P06; South Asian dietitian, FQHC)
Several participants noted a general lack of awareness of what diabetes may lead to, and the severe
complications that could result from its prognosis (n=6). Some attributed this to the length of time before
patients experience adverse outcomes of diabetes, such as neuropathy, nephropathy and kidney disease
(n=3). Denial of disease prognosis was also perceived as a barrier to dietary adherence of Hispanic men
(n=3). As one nurse described:
Sometimes I think for a new diagnosis it may be denial, or denial about what diabetesuncontrolled diabetes- can lead to. Such as kidney failure. Nerve damage, which can lead to foot
amputation, blind- or eye damage. So I’m very clear that these are complications they can face if
they don’t control their diabetes. And, I think sometimes- there’s a denial, that it’s even a serious
disease. (P01; mixed-race nurse, community health center)
These barriers were often addressed by focusing first on providing educational information related to
diabetes management to increase health literacy:
It depends on how motivated they are, and what stage of change they’re in. Because if you’re
doing somebody who just came to see you because someone told them to…then they’re not really
interested. I just like tell them information and they can choose to do what they want with it…but
sometimes if you just talk about one or two little things they do on a regular basis, that they can
change just like that without having to make a major change in lifestyle, that can be really
effective…it really just depends on the person. (P08; Caucasian dietitian, FQHC)
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Others stressed the importance of connecting with Hispanic men to enable their willingness to accept the
educational information provided by health professionals:
And kind of sitting down and talking to the patient, not just kinda talking at them but talking to
them- kind of making it an interactive session, where they feel heard and once they feel heard
they’re able to accept your recommendations a little more. (P09; Hispanic dietitian, FQHC)
Several participants addressed misperceptions and low health literacy by focusing instead on improving
the self-efficacy of dietary management of T2DM. Most often this was achieved by providing
opportunities for patients to actively participate in their management, either by completing weekly blood
glucose logs which track improvements, or by guiding them through the process of choosing realistic
foods which not only are culturally sensitive but also considers with insulin medication and other medical
conditions.
Others discussed the reliance of Hispanic men to rely on family and friends for information on diabetes,
often contributing to misperceptions of appropriate dietary practices (n=6). Other studies have reported
similar findings, with men usually depending on his spouse for health-related information (Campos, 2007;
Lipton et al., 1998; Little et al., 2014; A. Thomas et al., 2017). In some cases, Hispanic men were
described as lacking an understanding of how diet and insulin medication are dependent on each other.
Hispanic populations overall were described as often having misperceptions of insulin’s role in the body,
and how it is affected by diabetes medication.
Access to affordable and healthy foods was also identified as a challenge in the overall communities in
which Hispanic men live (n=12). In most cases, these men live in lower-income areas of NYC (such as
the Bronx), where convenience foods, including fast-food and bodegas, are the primary sources for
affordable food. As one participant described:
Especially living in New York, the financial constraints of living in NYC and most of them don’t
have great jobs if they have jobs at all. You know, brown rice is more expensive. You know, and
you go and buy something at the local bodega- the local bodega is not making brown rice. So I
think that’s a- especially for those who don’t have partners and they’re living on their own. Not a
lot of Hispanic men cook- you know, some do, clearly- but many of them do not. And so they’re
relying on what’s available to them in the neighborhood and those aren’t always great choices.
You know they don’t have a Chopped, and even if they had Chopped they can’t afford twelve
dollars for a salad. You know, eating healthy is more expensive. (P03; Caucasian dietitian,
FQHC)
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Even in cases where healthy food is available, cost was perceived as deterring Hispanic men from
purchasing food that is not only unfamiliar to their diet (ie fresh vegetables) but would also not sustain
feeding a family with limited income. One Hispanic care coordinator offers an example of how this would
be challenging for someone with a limited budget:
You want me to go to a supermarket and buy healthy food but that’s the most expensive food…oh,
you want me to eat healthy, but apples is $3.99 a pound, by the time I get to 4 or 5 apples, you
know, it costs me this amount of money, but I could buy a pack of meat for this amount and feed
my family. (P14; Hispanic care coordinator, FQHC)
Challenges of The Current Healthcare System. The current healthcare system emerged as a key barrier
to providing adequate care for Hispanic males, though these were less directly related to culture and
gender (n=13). The challenges faced were often attributed to the complexities and inefficiencies of
receiving healthcare as a minority (n=3).
There’s an enormous amount of time- you know a patient goes they get a prescription for
something, they go to a pharmacy. Either it’s not covered. They need a prior authorization, they
don’t even understand what that means, they don’t follow up, you know, they come back for two
months and that’s when we find out they never got their medication…Or they’re on Medicare and
they’re in the donut hole and now all of a sudden their insulin costs $200 and they don’t have the
money for that. It’s really challenging. So, the whole healthcare system is a problem. (P03;
Caucasian dietitian, community health center)
One Hispanic male, a care coordinator, perceived low-income, minority populations overall to lack the
knowledge the healthcare resources available to them, thus preventing them from receiving adequate
diabetes care. In addition, the current healthcare model emphasizes the treatment of chronic diseases
rather than their prevention; this was another perceived barrier to addressing the dietary needs of Hispanic
men (n=2):
I feel like doctors- maybe they have higher aspirations, but at the end of the day- at least in the
environment I’m working in- you’re managing medication. You’re managing patients. You’re
making sure people don’t progress to a worse place. But you’re certainly not healing. You’re
managing with medication. And they’re not educating. Because they don’t have time to educate
patients. They’re just managing medication. (P06; South Asian dietitian, FQHC)
Many described the challenge of adequately addressing the needs of patients resulting from the systemic
practice of appointments between doctors and patients lasting no more than 15 minutes (n=6). These
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systemic practices discourage relationship-building between the doctor, further preventing adequate care
provided by health professionals (n=4).
Many participants identified the lack of integration among healthcare professionals as another challenge
(n=6), including all of the doctors interviewed. Establishing follow-up appointments with Hispanic males
was viewed as especially challenging (n= 4), with one dietitian correlating rate of no-shows with more
uncontrolled HbA1c:
The higher A-1 C, the higher risk of no-show I feel. Like the patient I was supposed to see on
Monday, his A1c was greater than 15. He hadn’t been in since July, and he said he wasn’t in
because he couldn’t get an appointment…so he had that with his frustration…he didn’t have his
medicine…so we want them to come in more often when their A-1 C is high but then they don’t
end up- some don’t follow through with the follow-up recommendations. (P04; dietitian, FQHC)
Language barriers between health professionals and Hispanic males (n=3) and a lack of culturally
appropriate resources available to health professionals (n=4) were both identified as barriers to addressing
the needs of Hispanic men with T2DM. Cultural misperceptions of health professionals was another
perceived barrier (n=6). One dietitian elaborated on this idea:
Mainly for the provider- whether it is the MD, PA or P- to not educate so much on nutrition
because I feel like they [Hispanic patients] come and tell me ‘well the doctor said I shouldn’t eat
any rice or tortillas.’ And I’m like ‘well, you know that’s really tough when your Latin.’ … we’re
all different so there’s not a like ‘one size fits all diet’ which I feel like a lot of providers are just
like ‘don’t eat the rice and the tortilla, don’t eat the bread’ instead of saying ‘come back on theor find me [dietitian] to make your plate healthier. (P09; Hispanic dietitian, FQHC)
Several participants noted the challenges related to cultural perceptions of healthcare professionals among
Hispanic populations (n=5). Two dietitians noted the potential barriers of having predominantly white
females in the dietetics profession, and how this may inhibit Hispanic men from being open to dietary
counseling or even attending appointments with dietitians (n=2). One related this more so to machismo
values, while the other related this to race and class. Perceptions of doctors could also prevent Hispanic
men from receiving optimal diabetes care. As one Hispanic dietitian explained:
Because the doctors, you know, have the highest level of respect among our patients. So they feel
disrespectful questioning the doctor- not because they’re being disrespectful obviously, but
because they said they’re afraid the doctor will take it as a disrespectful thing. (P09; Hispanic
dietitian, FQHC)
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3) Best Practices for Engaging Hispanic Men in Dietary Management of T2DM
In addition to barriers, participants discussed strategies to implement when addressing the dietary needs
of Hispanic men with T2DM, to optimize the adoption of healthy dietary behaviors and their commitment
to dietary compliance of T2DM:
Cultural Competency. Implementing culturally sensitive practices emerged as a theme (n=13). Six
participants highlighted the need for health professionals to be able to comprehend multiple components
of Hispanic culture. This extended to translators as well, whose knowledge of medical conditions and
dietary patterns of Hispanic subcultures were noted to not always be sufficient (n=2).
For some, an awareness of potential perceptions of health professionals among Hispanic men was
identified as a facilitator (n=3). Others considered the ability to speak the same language as Hispanic men
as a key facilitator for providing effective education, as well as to provide a space for Hispanic men to
discuss concerns and questions pertaining to diabetes management (n=6). However, one Hispanic
dietitian noted that just speaking the language wasn’t enough, a view shared by others:
A lot of people think that just translation does the trick. And often it doesn’t. You really need to
know more about the culture in order to be able to understand how people are receiving the
information that you get them. So I think that people could be more aware of the that translation
is not enough. Like if people were to learn more about the culture and immersed in the culture
one way or another would be able to have even a higher survival rate (P10; Hispanic dietitian,
community health center)
Many times cultural comprehension included an understanding of the Hispanic diet (n=6). Participants
discussed the importance of this to be able to set realistic expectations when counseling patients, as well
as to be able to modify their diets in ways that were relatable to the individual.
I think that if the provider, no matter what type of provider you are, is not of, um, Latin dissent
it’d be really good to try to learn a little bit more about the populations that they are working
with…know the culture, know the foods. Maybe even try the foods…or try the recipes at home or
go to a restaurant. Try to figure out the culture so that when you do educate them, you’re coming
from a place of knowledge- like personal knowledge, not book knowledge.’ (P09; Hispanic
dietitian, FQHC)
Three participants emphasized the understanding the dietary distinctions between various Hispanic
subcultures:
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we’re not just talking about one cuisine, you know, we talking about all of south America, central
America, south America, you know, the islands. So there’s a lot of different cuisines. But trying to
have some understanding, and if not just trying to work with them to understand what they are
eating. (P03; Caucasian dietitian, FQHC)
The need for a reference guide for dietary and language distinctions between Hispanic subcultures was
identified by participants as not only necessary for health professionals, but also for interpreters whose
knowledge of the Spanish language may be limited to the dialect of a specific Hispanic subculture (n=2).
Several other participants identified the use of culturally-appropriate resources as an effective facilitator
for increasing knowledge of dietary management of diabetes, despite their limited availability (n=6).
Many health professionals used Spanish language educational materials provided by government agencies
and program resources (n=3). One dietitian included MyPlate materials which were modified to cater to
the traditional Hispanic diet (P03). Care coordinators who conducted diabetes classes often spoke of using
portioned plates with culturally-relatable foods during group sessions (n=3).
Consideration of Socioenvironmental Influences. Socioeconomic status was identified by most health
professionals as an important consideration when counseling any patient, but particularly with Hispanic
men, where their food choices may be dependent on whether they have access to home-cooked meals,
their income, and work environment. One dietitian explained how she tailored dietary management
practices for Hispanic males who didn’t have access to foods prepared at home:
If they are the type of patient that does not have access to a kitchen and they have to buy their
foods out- when they go to the deli or a restaurant and you live in a low income neighborhood,
you’re mostly able to have fried food. So it’s about educating them on like ‘ask for grilled, ask for
steamed. Go to the deli where you can maybe get something from the deli counter like- or the deli
table where it’s like, steamed or baked or stewed. (P09; Hispanic dietitian, FQHC)
One nurse voiced a need for more integration between health professionals and community organizations
to offer optimal support for diabetes management:
Not just educating, but maybe if there’s programs out there that actually assist in the process or
for people who don’t have the money can provide these healthier foods at a low cost. So I think
connecting them to resources would be helpful…there’s so many out there, but I don’t think
providers go out of their way to look for them (P01; African American nurse, community health
center)
Others prioritized the importance of recognizing that Hispanic men are part of a larger, disadvantaged
minority population who may be adversely affected by the current healthcare system, and how this may
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influence the way Hispanic men approach not only diabetes management, but the healthcare system in
general (n=2):
Just talking about the healthcare system in general and possibly going into the history of
healthcare in the United States and how it was architected and the motivations behind certain
initiatives is really very useful for helping dietitians understand this framework, so we can
understand why some people we serve might be skeptical of what it is we’re doing, you know. So
not just the cultural competency but also just like sort of like understanding the structural and
institutional racism and how even like healthcare is not spared from that legacy. (P08;
Caucasian dietitian, FQHC)
Consideration of Health Literacy. Increasing knowledge of diabetes as a disease and the ability to
control through lifestyle behavior changes was identified as an important facilitator when addressing the
dietary needs of Hispanic men (n=12). Increased understanding of diabetes was associated with
appropriate dietary practices as well as increased receptiveness to modifying existing dietary behaviors to
better manage their disease (n=7). To aid in this process, one doctor occasionally referred to online
medical websites to familiarize herself with medical terminology which was considered to appropriately
consider the literacy levels of her Hispanic patients (P13).
One nurse discussed a more systematic approach to address increase diabetes awareness and compliance:
The insurance company has a way of making people do things. You know, because if a person
believes that they have to pay for something or if they just have to attend a meeting, and the
meeting is free and they can continue to get the support of the insurance company paying for
whatever services that they need. Maybe at that mandatory meeting of sorts, they get to
understand what diabetes is and what the insulin is doing or not doing for their bodies and why
they need this artificial hormone of insulin. Maybe if they had that kind of training, they can
better say ‘ok, now I understand what’s happening to my body and now I can know how to best
manage it.’ But nobody makes them do anything. It’s almost like ‘ok, you have diabetes, here’s
the medicine. (P07; African-American/Hispanic nurse, community healthcare setting)
Developing Relationships to Engage and Individualize Diabetes Management. Health professionals
often perceived relationship-building strategies to be valuable when working with Hispanic men with
T2DM. For many, perceived barriers and facilitators to making dietary changes were viewed as an
individualized experience. As such, creating an individualized plan which considers the specific needs of
the patient was identified as an effective strategy for maintaining dietary adherence (n=9). However, to
adequately individualize the dietary management care process, participants discussed the importance of
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first developing relationships with patients, beginning by establishing rapport and engaging patients in
conversations (n=7). Building trust was considered essential for allowing health professionals to properly
assess the patient’s health literacy and attitudes towards diabetes management (n=3). The use of
motivational interviewing was another behavior change strategy identified:
Just approaching in a way that shows respect and interest and treading softly in the beginning to
build that trust and rapport and then meeting them where they’re at. And wanting to know the
rationale for why they do certain things, or why they think a certain way. So that I just could then
get their point of view and, you know, learn how I respond or how I educate or what I recommend
based on that. So they are more willing and able to initiate some negotiation…and just being likejust for your knowledge to make a more informed decision. Not pushing it on you right now, when
you’re ready, next time we can talk about it again. But, just respecting that (P04; Caucasian
dietitian, FQHC)
However, some participants believed not all health professionals were adequately trained in delivering
relationship-building techniques. Two doctors (one Caucasian female and one Hispanic male) discussed
the lack of nutrition-related education included in medical school. Two participants, a doctor and a
dietitian, expressed their desire for doctors to receive more training which focused on motivational
interviewing to encourage behavior change:
I feel like with- I wish that I had more exposure and experience with tackling this type of patient.
If that makes sense. The lifestyle modification piece in general. It’s such a big part in it so
important and yet we don’t- at least, I feel like it was like 10% of our overall instruction and
guidance in terms of how to talk to patients on obesity. (P13; doctor, FQHC)
To support the relationship-building process, one-on-one counseling should be an interactive experience
that includes relatable and hands-on examples to increase the patient’s interest and self-efficacy (n=8).
Strategies identified by participants included hand-on demonstrations of proper foods portions to include
during meals and using relatable food examples when creating dietary plans and educating about carb
counting:
Once you give them examples, something knowledgeable, tangible and something that relates to
them, that they can understand. You can eat rice two times a week, you have to put in-between.
You could eat vegetables. ‘Ok, you can’t afford always the fresh vegetables because they’re
expensive, you can grab the frozen vegetables. The point is to find a different tactic so they can
gravitate to (P14; Hispanic care coordinator, FQHC).
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I think just giving them education and not just me telling them do this and do that. But actually
doing like and showing them a plan. Giving them a plan with examples how to prepare and eat.
And providing them information of, like, the things that contain carbs. Or maybe the foods that
are high in carbs and foods that are low in carbs. Because sometimes people don’t really know
the distinction between the two. And I also observed that there are times people don’t recognize
that sometimes something they’ve been eating for years, people think it’s actually a vegetable but
it’s actually a carb, and it contains a lot of carb. (P11; African American care coordinator;
FQHC)
Each of these facilitators initiates an environment for Hispanic men to become more engaged, and thus
more likely to remain committed to adhering to dietary management of T2DM. Many perceived these
strategies to be especially important when working with Hispanic men, who generally tend to be
disinterested in modifying dietary behaviors.
Constant reinforcement was another practice considered to be instrumental for facilitating dietary
behavior changes (n=5). Doing so aids in the relationship-building process, and provides patient support
while also allowing them to address challenges to their dietary management of diabetes. Constant
reinforcement was considered an effective strategy for increasing patient engagement and knowledge of
diabetes, and for allowing health professionals to monitor the patient’s progress and adherence to diabetes
management. One participant noted the benefit of having repeated discussions related to diabetes
management to enhance overall understanding and compliance:
I feel like a lot of my patients are also very respectful because they see you as you work in a health
center, so they are going to be more respectful to what you say. And they’re going to ‘yes’ you to
death. And that’s not effective for anyone. So it’s really asking the patient, ‘did you understand, do
you have any questions’. You know, kind of like having them, you know, show you what they did or
did not understand. (P09; Hispanic dietitian, FQCH)
Participants also discussed the role of maintaining consistent follow-up appointments to effectively
practice constant reinforcement. One dietitian discussed how regularly seeing the patient allows the
patient to build upon previous dietary changes made, based on the challenges and progress exhibited by
the patient (P09). A doctor noted the need for regular appointments to not only educate and monitor but to
also ensure adequate time is provided to address all health concerns.
Diabetes Care Should Be a Coordinated Effort by All Health Professionals Involved. Hispanic men
were perceived to have greater compliance with support services when referred by their doctors. For

27

many, physician referrals were an integral part of this, where doctors not only refer patients to dietitians
but actively emphasize the importance of receiving additional nutritional support:
So first and foremost physicians, PAs giving referrals. And not just giving referrals but also
really, strongly encouraging the patient to see the nutritionist or dietitian or nutrition educator. I
think that patients really look at the doctor’s word as the word of god. And I say that to give
emphasis on the power that a physician has. So I think that- to be more successful with this
population, to have the primary care provider give the referral (P06; South Asian dietitian,
FQHC)
Several health professionals believed doctors could improve their efforts to refer patients to additional
support services with dietitians, nurses, or diabetes educators (n=3). As one nurse described:
I think It’s a matter of time, if you’re a doctor. But they’re not sending them to the right resource.
I get it that as a doctor you don’t have time to sit down now to explain what diabetes, what is
happening to your body, this is why we’re prescribing insulin, this is what insulin is doing to your
body. I get they don’t have the time for it. But there are resources out there. There’s the diabetic
nurse, there’s a nutritionist. There’s things that insurance would be willing to support, but the
doctors fail to refer people to that (P07; African-American/Hispanic nurse, community health
center)
One doctor echoed the need for more integration among providers, noting the benefits of including all
health professionals involved in the diabetes care process:
I think at the same time that you are physician or the primary care doctor they should be able to
tap at the same time some kind of involvement with a diabetes manager or a dietitian. So if every
clinic having all the people involved with that PC. I think It’s challenging but I think that would
really make a difference (P16; Hispanic male, hospital)
This was often the practice of the care coordinators interviewed, who spoke of not only attending
appointments with the patient and their doctor, but also maintaining regular contact with patients to
encourage compliance with diabetes management and ensure all of the patient’s needs were met (n=3). As
one care coordinator explained:
They only see the doctor for 15 minutes. We are the ones who sit with the patients for hours.
We’re calling them, we’re always on the phone. We feel like we really become attached to them.
And that’s something that opens them to trust us, when all these events come in, these activities.
So when we call them they say ‘oh, I already know who XX is. I know he provides, he helps me
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with this. So I better go because that’s going to benefit.’ So I think that’s essential (P15; Hispanic
male; FQHC)
While doctors observed the importance of involving dietitians in the diabetes care process, many also
identified challenges related to this. Two, both Hispanic males, described the lack of interest among
Hispanic men as the primary reason referrals to dietitians were not made, with one reporting about 70% of
Hispanic males who declined this additional nutrition support service (P17). One noted that patients were
often preferred to meet with health educators. While he acknowledged that it would be ideal for dietitians
to be included in this process, he also described the difficulty in this due to policies that require dietitians
to be available by appointment only.
I think generally when there’s a warm hand-off from a provider to any other provider, the followup seems to be better. It could be from me giving a warm hand-off to another doctor, or to
another colleague or a social worker. It’s seems like the patients either appreciates that or it
makes that initial connection more important. So I would say if there was a warm hand-off to a
nutritionist, that they would be able to follow-up on (P17; Hispanic male doctor, FQHC)
Another doctor also recognized the importance of patients receiving nutritional support, though described
the difficulty in this as her patients reportedly did not receive nutrition consult requests. Further, the
doctor was unclear as to whether a dietitian was available for nutrition referrals at the FQHC in which she
worked.
Overall, doctors tended to refer patients to other support staff, such as health/care coordinators, who were
available to meet with the patient at the time of the initial appointment with the doctor, as they were at
times the only nutrition-related service provided. Despite the tendency to refer patients to health
educators, one participant noted that this was done only after a patient exhibited difficulty in complying
with overall diabetes management, and was not specific to dietary concerns (P12).
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Chapter 5: Discussion
This study aimed to explore the barriers and facilitators to dietary management of T2DM among
Hispanic males, as perceived by health professionals. Findings from this study provide insight into
effective strategies when addressing the dietary needs of Hispanic men with T2DM.
Data collected from interviews suggest that culturally-specific barriers and facilitators exist when
addressing the dietary needs of Hispanic men with diabetes. Traditional Hispanic foods and the difficulty
Hispanic men faced in modifying these dietary patterns were commonly perceived to affect diabetes
outcomes. Previous studies have also reported difficulties related to modifying traditional diets among
Hispanic participants (Aponte et al., 2012; Caballero, 2011; Cherrington et al., 2011; Osborn et al., 2010).
Gender may also influence dietary management of diabetes. Hispanic men were described as being
resistant to making dietary changes, and lacking motivation overall. Some related this to a sense of denial
of the severity of the disease, which has been reported elsewhere (Aponte et al 2012). Some perceived
Hispanic men as having an attitude of acceptance, viewing diabetes as something uncontrollable and thus
choosing to continue with lifestyle behaviors that are incongruent with appropriate diabetes management.
This correlates with a common Hispanic belief, fatalismo, which refers to the belief that the destiny of
one’s health and their overall fate is predetermined, and is consistent with other research findings (Brown
et al., 2014; Caballero, 2011; Carbone et al., 2007; Lipton et al., 1998).
These attitudes were also associated with inconsistencies with follow-up appointments and low turnout
for group education classes. Of the participants with experience conducting group education classes, all
noted the low attendance of Hispanic males. Some perceived this to be related to job conflicts, while
others believed this to be due to men preferring to approach their diabetes management individually rather
than in a group setting consisting of mostly females. Other studies have shown that men are less likely
than women to depend on social support systems (Mansyur et al., 2016; Mathew et al., 2012). Despite
these findings, several participants believed more gender-based diabetes education groups should be
available to men. This need is consistent with those previously identified by Hispanic populations
(Aponte et al., 2012; Concha, 2016). Hispanic participants in previous qualitative research have reported a
greater dependency on other members of diabetes education group sessions for support, as they are able to
share experiences and learn from each other (Aponte et al., 2012; S.A. Brown et al., 2015). The
collectivist nature of Hispanic culture indicates the importance of social support in T2DM management
among Hispanic populations and indeed this has been cited as a primary motivator among participants in
several studies (Aponte et al., 2012, 2015; Benavides-Vaello & Brown, 2016; Fortmann et al., 2011;
Testerman & Chase, 2018; A. Thomas et al., 2017; Weiler & Crist, 2009). This is supported by
interventions previously conducted, which associated significant positive results in diabetes outcomes
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with the inclusion of group-based components (S.A. Brown et al., 2014; Prezio et al., 2013; Rosal et al.,
2011).
Participants associated Hispanic men’s lack of motivation with their limited food planning and
preparation skills, which has been reported elsewhere (Aponte et al., 2012; Burner et al., 2013).
According to participants, this resulted from the tendency of Hispanic men to not prepare their food,
relying instead on traditional gender roles where women are the primary cook of the household. Men who
lived alone were described as frequently eating foods prepared outside of the home, often in areas that
offer minimal access to healthy and affordable foods. These perceptions are supported by previous
research (Aponte et al., 2015; Burner et al., 2013; Concha, 2016; Hawkins et al., 2017).
Some health professionals discussed the potential benefits of bringing wives to appointments, particularly
concerning dietary management. However, findings from interview discussions suggest that Hispanic
men rarely include their wives in their diabetes care, despite encouragement from health professionals.
Additionally, some participants reported greater engagement among Hispanic men when who did not
include their spouse or other family members. One dietitian associated this with the machismo values
common in Hispanic culture. Others reported positive experiences when wives were included in the
diabetes care process, correlating this with increased engagement among Hispanic men. Inclusion of
family members has been cited to reinforce comprehension of information provided during visits with
medical professionals, either by allowing the patient to feel more comfortable asking questions or by
having family members repeat information given to the patient to ensure greater understanding (Campos,
2007; Carbone et al., 2007). This suggests wives may act as facilitators to dietary adherence, a finding
that is supported by other research (S.A. Brown et al., 2014; Brunk, 2017; Caballero, 2011; Concha,
2016; Kline et al., 2017; Testerman & Chase, 2018; Weiler & Crist, 2009). However, the continuing
inconsistencies of these findings warrant a need for more research focusing on this area.
Hispanic men tend to avoid acknowledging, let alone addressing, health complications as doing so is
associated with decreased masculinity. This mindset is related to machismo, which has been identified as
a reason for low engagement among Hispanic men in previous studies (Hawkins et al., 2017; Luquis,
2019). However, while perceptions of masculinity among Hispanic men may be a cause for delayed
healthcare, it may also act as a promoter for seeking treatment. Decreased physical strength could prevent
the ability to work, in turn preventing a man from providing for his family (Caballero, 2011). In Hispanic
culture, working and providing for one’s family is considered an important role for Hispanic men, and not
doing so portrays weakness (Villa-Torres & Fleming, 2015). Further, the emphasis of men as the strong
protector of the family within machismo values promotes a need for men to actively engage in the
maintenance of their health (Testerman & Chase, 2018). This is supported by studies previously reporting
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personal health for the overall benefit of the family as a motivator for participation among Hispanic males
(Aponte et al., 2012; Brunk, 2017; Luquis, 2019; Testerman & Chase, 2018; J. J. Thomas et al., 2016). In
this way, machismo values could contribute to increased dietary management of diabetes. With Hispanic
men especially, acknowledging gender-related beliefs allows health professionals to approach in a way
that redefines their views on masculinity, thus empowering men to adhere to dietary recommendations
(Mathew et al., 2012). For example, when providing diabetes-related education health professionals may
benefit from emphasizing how long-term complications of diabetes adversely affect the physical
capabilities of the body, thus reducing the ability to work and ultimately preventing men from generating
income for themselves and their families. This approach not only addresses machismo ideals, but also
increases awareness of the serious complications that could arise with inadequate diabetes management as
well as receptiveness to dietary recommendations by describing in tangible terms which Hispanic men
can relate to.
In addition to culture and gender-related barriers, socioeconomic factors such as financial constraints and
family obligations were perceived to deprioritize diabetes management. This is consistent with findings of
previous research (Brown et al 2014, Hawkins et al 2014). Similar to other studies, participants in this
study identified many of their Hispanic male patients as living in low-income areas of NYC, which was
often associated with limited access to healthy and affordable foods (S.A. Brown et al., 2015; Cherrington
et al., 2011; Cusi & Ocampo, 2011; Gonzalez Castro et al., 2009). One participant perceived legal status
to be a barrier for some Hispanic men seeking diabetes care. Fear relating to Hispanic men’s legal status
was discussed in a previous study, with Hispanic men attributing their fear of receiving healthcare the
harsh immigration environment (Villa-Torres & Fleming, 2015).
Work environments emerged as a key barrier, and was also correlated with cultural and gender-specific
components. Many participants described typical jobs of their Hispanic patients, which often consist of
long and inflexible work hours, low physical mobility and long periods between meals which prevented
the adoption of healthy dietary behaviors as well as receiving care related to their diabetes management,
all of which have been previously identified as barriers in other studies (Sharon A. Brown et al., 2015;
Cherrington et al., 2011; Concha, 2016; Hawkins et al., 2017).
In addition to other studies, participants perceived low health literacy levels commonly seen among
Hispanic men as a barrier to self-management behaviors (Aponte et al., 2012; Brunk, 2017; Campos,
2007; Cherrington et al., 2011; Smith-Miller et al., 2016). Hispanic populations overall were described as
lacking knowledge of diabetes and awareness of its prognosis and the severity of complications that may
occur. Additionally, family and social networks were identified as a common source of misinformation
regarding diabetes management. These findings support previous research that reported a tendency for

32

Hispanic populations to rely on the health advice of their friends and while also prioritizing this
information over that received from their healthcare providers (Sharon A. Brown et al., 2015; Lipton et
al., 1998). While limited understanding of diabetes as a disease is a barrier in itself, the inability of
providers to acknowledge this enhances this. Limited assessment of a patient’s health literacy or how
cultural beliefs influences their comprehension of diabetes management creates an additional obstacle
between the provider and patient, either because they don’t understand the information received or
because the recommendations are not realistic for that individual.
In accordance to previous research, this study’s findings indicate that the patient-provider relationship is
prudent to successful dietary management among Hispanic men with T2DM, and has been implied
previously (Amirehesani et al., 2017; Aponte et al., 2012; Sharon A. Brown et al., 2015; Rosal et al.,
2011). Participants perceived the limited ability of doctors to provide behavior-based nutrition and
diabetes education as a barrier. This was most commonly attributed to doctors receiving little training in
cultural competency, nutrition, and behavior change counseling. Additionally, dietitians, nurses, and care
coordinators considered this to be due to the lack of time in which doctors were given for each patient,
with appointments typically lasting no more than 15 minutes. Physicians have previously identified time
constraints as a barrier (Carbone et al., 2007; Mayo et al., 2007). Such short windows for patient-provider
interactions may adversely influence a patient’s perception of the doctor, leading to decreased acceptance
and motivation to implement dietary recommendations provided by health professionals. This may be
especially true for Hispanic populations who adhere to values of personalismo, where an expectation for a
personalized relationship with providers exists. Under circumstances where this does not occur, Hispanic
patients may feel discouraged from seeking additional information or receiving follow-up care (Caballero,
2011). Further, developing long-term relationships creates a space where, once a comfortable relationship
forms, health professionals can offer 'tough-love' tactics to hold patients accountable to implement
behavior changes, resulting in increased motivation among Hispanic patients (Carbone et al., 2007)
Additionally, participants in the current study discussed common views among Hispanic populations,
where health professionals- particularly doctors- are often viewed with the utmost respect. Participants
perceived this view as preventing Hispanic patients from seeking information related to their diabetes
care, as exhibiting a lack of understanding by asking questions can be considered disrespectful. This is
similar to findings previously reported (Lipton et al., 1998). However, health professionals are able to
address this by reiterating their responsibility to answer such questions and to ensure their patient's fully
understand the information given (Campos, 2007).
Low cultural competency among health professionals was another perceived barrier. Some attributed this
to the lack of diversity among health professionals, which may also contribute to the negative perceptions
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of providers among Hispanic populations. This is particularly the case for nurses and dietitians, where
females constitute 88.9% and 92.1% of the professions, respectively (Labor Force Statistics from the
Current Population Survey, 2019, 2020). Language was considered a barrier to addressing the needs of
Hispanic men as well, as limited Spanish speaking skills among health professionals was associated with
a decreased ability to not only educate but to also allow a space for the patient to feel comfortable
expressing their concerns or challenges with dietary adherence. This view was reiterated in earlier
research, with Hispanic participants reporting that a lack of Spanish-speaking health providers prevented
them from receiving adequate dietary education in the studies reviewed (Aponte et al., 2015; S.A. Brown
et al., 2014; Cherrington et al., 2011). Similarly, a survey analysis of diabetes management among more
than 1700 Latinos found that only half of the participants received educational materials that were
culturally and linguistically appropriate (A. F. Brown et al., 2003). Participants of this study support this
finding, who reported the limited availability of resources containing this information, despite an
overwhelming need for them.
Implications for Practice:
1) Cultural Competency Among Healthcare Professionals
Cultural differences between patients and their provider are essential to consider, as culturally competent
health professionals can empower individuals to create healthy dietary changes by improving knowledge
and health literacy related to diabetes self-management (Aponte et al., 2015). Acknowledging cultural
beliefs and traditional roles has been correlated with increased interest in engagement in previous studies
(S.A. Brown et al., 2014; Hu et al., 2016). Conversely, cultural gaps between care given and care received
have been identified as a more significant barrier than individual cultural components themselves
(Creamer et al., 2016). In the current study, utilizing culturally-sensitive approaches was a commonly
perceived facilitator among participants. In most cases, these discussions centered around individual
components of Hispanic culture. Dietitians were unique from other health professionals in that they often
discussed the importance of developing a comprehension of Hispanic culture as a whole, rather than
identifying individual components of the culture that may affect dietary management of diabetes. In
addition, the need for health professionals to be able to speak to patients in Spanish was also viewed as an
essential component to providing care, allowing not only for health professionals to offer adequate
education but also allowing Hispanic men a space to address their concerns and challenges related to their
dietary management. These findings are similar to those reported in other studies (Cherrington et al.,
2011; Cusi & Ocampo, 2011).
Possessing knowledge of traditional Hispanic foods and practices was the most commonly reported
strategy, with many considering this to be essential to providing adequate diabetes care. Dietitians also
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discussed the importance of being knowledgeable of distinctions between Hispanic subcultures, such as
the variations in diet and the terminology used for common foods. Half of the participants facilitated
adherence to dietary management of T2DM by modifying cultural foods already found in the diets of
Hispanic men. Utilizing this approach has resulted in significant outcomes in diabetes management
previously (Osborn et al., 2010). To encourage the adoption of healthy behaviors, participants often
recommended dietary changes Hispanic men were most willing to accept such reducing portion sizes of
traditional Hispanic foods and reducing consumption of sugar-sweetened beverages. Other studies have
reported similar findings (Mathew et al., 2012; J. J. Thomas et al., 2016). Many utilized culturally-tailored
resources to offer relatable examples for meal planning and food purchasing outside of the home.
2) Acknowledgement of Socioenvironmental Barriers
A small group of participants acknowledged the need for health professionals to be aware of and also
address the long history of structural issues which contribute to health disparities experienced by this
population. This may include factors surrounding access to affordable and healthy foods, financial
constraints, and systemic policies in place which prevent Hispanic men from receiving adequate treatment
of diabetes. By recognizing socioenvironmental factors which exist outside the realm of traditional
cultural influences, health professionals can increase the potential for Hispanic men to be more receptive
to adhering to dietary management recommendations. They are also able to offer guidance which
appropriately considers the inequities resulting in limitations to dietary management specific to this
population, and minorities overall. Kuminyaka et. al. define this as ‘proportionate universalism,’ which
emphasizes the need for public health goals to be tailored in a way that addresses the disparities placed
upon certain populations due to discriminatory policies in place (Kumanyika, 2019). In addition to the
acknowledgement of various socioenvironmental influences by health professionals, implementation of
proportionate universalism includes adaptation to, and modification of existing environmental, social, and
systemic influences which continues to endorse health disparities. Other research has supported the
argument for interventions to address multiple components of the socioecological model to produce
significant reductions in health disparities among minority populations (Gonzalez Castro et al., 2009).
Participants in the current study shared similar views, highlighting a need for greater integration between
healthcare and community organizations. Further, these limitations may contribute to a negative view of
the healthcare system overall, including the health professionals who work with them. By taking the time
to understand and acknowledge how these factors influence an individual’s management of T2DM,
healthcare professionals are creating an environment that supports a willingness among Hispanic men to
be receptive to new information and are open to adopting dietary behavior changes.
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These findings indicate the importance of healthcare professionals’ understanding of the various barriers
faced by Hispanic men when addressing their dietary needs and identifying barriers to their dietary
management. To effectively address these needs, healthcare professionals can allow for a more
collaborative effort in diabetes management by considering how culture, gender, and socioenvironmental
influences their patient’s perceptions and motivation to implement dietary behavior changes (Aponte et
al., 2012; Mayo et al., 2007; Osborn et al., 2010). However, such practices have yet to become
standard among the majority of healthcare professionals. One qualitative study comparing the
perceptions of adherence to diabetes management between Hispanic patients and their providers indicated
a disconnect between the two groups. The authors reported a common practice of providers offering
general, long-term instruction, and information rather than offering individualized short-term goals for
dietary modifications and exercise. Further, providers’ responses indicated an inability to differentiate
socioeconomic hardships and related stressors from cultural values as the causes for the lack of adherence
to diabetes management (Carbone et al., 2007). The discrepancies in perceptions between providers and
patients may be due to a general perception among physicians in which a patient’s race/ethnicity are not
related to unequal treatment within the healthcare system, as was indicated by an analysis of 2,608
physician surveys regarding health disparities (Wilson et al., 2004). However, these surveys did not
pertain specifically to Hispanic populations, nor were they limited to diabetes alone. These findings
support the argument for increased diversity among health professions, to allow for greater representation
not only of Hispanic populations but for men as well. With increased diversity within the field, greater
opportunity exists to reduce barriers related to language and culture (Campos, 2007).
Several participants believed that the acknowledgement of the limited health literacy among Hispanic
men was essential. Participants described the importance of this to increase patient interest and
receptiveness, thus creating the foundation for making healthy behavior changes. Assessing health
literacy allows the diabetes care process to be tailored in a way that enables Hispanic men to absorb
important information related to diabetes control. Using appropriate medical jargon to simplify disease
processes was another critical consideration to avoid overwhelming patients with too much information
before they were in a place to accept it. Additionally, 'teach-back' methods that allow patients to repeat
the information given back to the health professional reinforces comprehension of the information given.
This strategy was discussed in this study as well as earlier research (Campos, 2007).
3) Implementing Relationship-Building Strategies
Challenges relating culture, gender, socioeconomic status, and healthcare overall support the need for
implementation of relationship-building strategies, a key facilitator identified among health professionals.
Dietitians discussed how the utilization of this approach enabled a comprehensive assessment of the
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patient, including their attitudes, beliefs, diabetes knowledge, and usual dietary intake. Such an adequate
assessment allows for nutrition interventions to be tailored to the needs of each individual. Developing a
relationship with patients was considered the first and foremost priority when working with this
demographic and was critical to increasing receptiveness to dietary recommendations as well as
maintaining consistent follow-up appointments. Health professionals in previous studies have reiterated
the importance of this, noting how a thorough assessment of patients allowed them to determine their
level of motivation and readiness to change, and the lifestyle and behavior characteristics that influenced
this (A. Thomas et al., 2017).
A majority of dietitians in this study emphasized specific behavior change strategies to initiate the
relationship-building process. Developing trust was considered particularly important with low-literate
Hispanic male patients, who may feel more comfortable asking questions regarding diabetes management
to someone who is trusted (Campos, 2007). This may be established by building rapport and taking time
to fully engage with Hispanic men to learn more about their knowledge and beliefs, as well as the cultural
and socioeconomic factors which influence dietary management of T2DM. Other research has reported
that providers consider focusing on small and practical behavior changes to be the most effective
facilitator to dietary adherence to diabetes management (J. J. Thomas et al., 2016).. In many cases,
participants highlighted the importance of creating an interactive experience to allow for the
implementation of dietary recommendations discussed. Similar to other studies, participants discussed the
benefits of providing simplified and comprehensive dietary management strategies focusing on portion
control, reading a food label, and incorporating culturally-appropriate foods (Aponte et al. 2015, Brown et
al. 2014). Utilization of hands-on activities not only reinforces newly learned information of diabetes
management but is also associated with increased self-efficacy, a facilitator for effective diabetes
management (Rosal et al., 2011).
While this process varies with each individual, participants noted this was especially important when
working with Hispanic men, who in addition to cultural and gender-related influences are a part of larger
group of underserved minority populations, and experience limitations to adequate diabetes management
which are unique from other populations. By providing individualized care using appropriate patientcentered counseling techniques, Hispanic men become more engaged and receptive to dietary
recommendations given. Ultimately this empowers them to take control of their diabetes management,
and fosters their commitment to maintaining adherence to dietary behaviors. This perception among
providers has been reported elsewhere (Lipton et al., 1998).
In the current study, some doctors voiced the need for more adequate training in behavioral and lifestyle
counseling skills, as well as in nutrition education. One study reported that 71% of the 121 medical
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schools surveyed failed to offer the recommended 25 hours of nutrition education to their medical
students, with nutrition education averaging 4.7 hours overall. Based on these findings, the authors argued
that nutrition education provided in medical schools has not improved since 2000, with average hours
dedicated to nutrition education remaining at or below 20 hours on average (Adams et al., 2014).
This need has been reported elsewhere: an analysis of a survey of 500 primary care physicians found 86%
desired more training in motivational interviewing (Bleich et al., 2012). Motivational interviewing is a
patient-centered counseling technique that explores one’s attitudes surrounding their perceived barriers, to
encourage and increase their receptiveness to making dietary changes (Osborn et al., 2010). With this
consideration in mind, dietitians may be unique from other health professionals in that they receive
training in many of these behavior change strategies. In addition, implementing these behavior-change
strategies to encourage the development of food planning and preparation skills among Hispanic men
suggests that dietitians possess the ability to empower Hispanic men to adhere to dietary management
behaviors of T2DM.
4) Coordination Among Health Professionals
Many health professionals cited the need for greater coordination among providers involved in the
diabetes care process. Emphasis was placed on the lack of utilization of additional support services
offered by dietitians or care educators. Among Hispanic populations, a lack of coordination and referrals
to health educators and other support agencies acts as a barrier to receiving appropriate education related
to dietary management of diabetes (Aponte et al., 2015; A. Thomas et al., 2017).
Given the previously discussed time constraints among doctors, care coordination is especially important
to consider, particularly with Hispanic populations who traditionally expect doctors to not only treat but
to direct them to available sources (Mathew et al., 2012). A qualitative analysis exploring barriers to
receiving health care among 172 Hispanic patients with diabetes found that participants desired more
attentive and respectful conversations with their providers, longer appointment times to be able to receive
adequate health information, and for more information regarding disease management to be provided to
them (Amirehesani et al., 2017). For Hispanic men who are economically disadvantaged, increased care
coordination would allow for greater appropriation of state and federal assistance programs such as SNAP
and Medicare or Medicaid. Coordination may also extend beyond healthcare services received, where
health professionals work in partnership with local organizations that offer support services to ease the
financial burdens experienced by many Hispanic men.
Adequate care coordination has been associated with significant improvements in diabetes outcomes
(2018 National Healthcare Quality and Disparities Report., 2019; Mahmud et al., 2019). Government
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agencies have recognized this as an essential component when addressing the social determinants of
health disparities. Initiatives such as the Patient-Centered Medical Home (PCMH), under the Patient
Protection and Affordable Care Act, emphasize the development of a strong patient-provider relationship
with the inclusion of several health professionals in the patient care process (O’Dell, 2016). Greater
application of these practices would allow for more exposure to diabetes care services, thus increasing the
potential for diabetes outcomes.
The role of care coordinators as described by participants in the current study provides an example of how
health professionals can offer a team-based approach when providing diabetes care. Several benefits of
their involvement in the diabetes care process were discussed, with many highlighting their ability to
develop trusting relationships with patients, as well as acting as a form of additional support by attending
doctors’ appointments with the patient to assist with information discussed, as well as aiding them in
dietary and medication management regularly. Doctors also discussed the benefits of utilizing services
provided by care coordinators, noting that they were more likely to refer Hispanic men to health educators
rather than dietitians, as they were available to patients at the time of the initial appointment.
Participants also acknowledged the benefit of including dietitians in the diabetes care process, however
this was considered more challenging to implement. Despite this, greater inclusion of dietitians would add
to the quality of care received, as their knowledge and training in nutrition surpasses those of other
providers. Dietitians must receive a minimum of a bachelor’s degree in nutrition education before
completing no less than 1200 hours of supervised practice and qualifying for a licensing exam. As a part
of their nutrition education received, dietitians are trained on behavior change theories and counseling
approaches such as motivational interviewing. One survey found that out of 500 primary care physicians,
45% identified dietitians as the most qualified health professional to provide nutritional guidance to obese
patients (Bleich et al., 2012). In the current study, doctors acknowledged the benefits of including
dietitians, however noted also that Hispanic men were often resistant to receiving referrals for dietitians.
Utilizing expertise offered by dietitians would allow for a qualified health professional to guide
nutritional management. In terms of nutrition-related support, dietitians offer the most knowledge. This is
evidenced by the results of the Look AHEAD trial, the longest reported RCT studying the effects of
lifestyle interventions on weight loss among participants with T2DM. Intervention groups (13% Latino,
40.7% men) lost 4.7% of initial weight loss (p=<0.001) This was attributed to monthly individual and
support group sessions and a support team consisting of dietitians, psychologists and exercise specialists
(The Look AHEAD Research Group, 2014). Similar results were found in the Improving Control with
Nutrition and Activity (ICAN) study, where the intervention group (38% men) A reported significant
weight loss (p=<0.001), lower HbA1c (P=0.02) and less use of prescription medication (P=0.02). These
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results were attributed to dietitian-led individual sessions, group education, and referrals (Wolf et al.,
2007).
Study Limitations:
This study is not without limitations. While we presented health professionals’ perceived barriers
and facilitators to addressing the dietary needs of Hispanic men with T2DM, these are based on
those reported and experienced by our sample. Our research did not include perceived barriers and
facilitators from the perspective of Hispanic men, which should be considered to adequately
address the dietary needs of Hispanic men with T2DM. However, outreach efforts for this
population are historically difficult, as noted by some participants in our study and experienced in
the early stages of this work. Challenges in reaching this population have been attributed to
barriers relating to cultural and socioeconomic factors, many of which were identified in this study.
Formative, preliminary research conducted as part of this thesis supports this, where the number of
English-speaking Hispanic men were limited, and those who were proficient in English were less
inclined to participate without financial incentives. Further, recruitment efforts in Senior centers
were dismal, as Hispanic men were resistant to acknowledging they had diabetes in a group setting.
Our findings are consistent with observations from previous research (Rosal et al., 2011).
Findings may not be generalizable to a wider population (i.e., other urban cities, rural
communities, dietitians that engage with other Hispanic populations, etc.). In NYC, Latinos make
up nearly a third of the city’s total population, comprising the second-largest Hispanic population
in the country. Dominicans and Puerto Ricans each constitute a third of the total Latino population,
with the remaining third of Latinos consisting of Central and South Americans, including 14% of
whom are Mexican (Cordero-Guzmán, 2019). This makes NYC home to the largest Hispanic
Caribbean population in the United States, as well as the most diverse. In Los Angeles, the only
other US city with a larger Hispanic population than NYC, Mexicans constitute approximately 75%
of all Latinos (An Economic Profile of the Latino Community in Los Angeles Community, 2017).
The rate of Latinos living in poverty is also greater in NYC when compared to Los Angeles (56%
and 18%, respectively) (An Economic Profile of the Latino Community in Los Angeles
Community, 2017; Greer et al., 2017). Thus, while these characteristics present a need for further
exploration, these challenges may not extend to other major cities.
Despite these limitations, the current study addresses the gap in the literature pertaining to dietary
management of diabetes among Hispanic men. Our sample was evenly distributed between English and
Spanish speaking professionals and included a variety of health professionals with adequate experience
caring for Hispanic men with T2DM. Finally, using a qualitative approach to explore the research
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question was advantageous as it allowed in-depth conversations about topics that may not have been
discussed if closed-ended questions were asked (Harris, 2009).
Future Directions:
More research is needed which focuses on the barriers and facilitators Hispanic men face when
adhering to the dietary management of diabetes. Due to the qualitative design of this study, findings are
unable to determine the extent to which the identified barriers and facilitators to dietary management of
diabetes are unique to Hispanic men. Thus, interventions that are tailored specifically for this population
would provide important insight for health professionals, and would provide information in an area that is
currently lacking. Such programs may benefit from considering cultural beliefs and attitudes towards
healthcare and diabetes management, as well as socioeconomic factors such as work environments and
community access to affordable and healthy foods. Nutrition education should focus on healthy
modifications of traditional cultural foods, such as reducing portion sizes and decreasing sugar intake.
Hispanic men may be particularly receptive to these as they were the most commonly accepted behavior
changes reported in this study. most commonly accepted, such as reducing portion sizes and decreasing
sugar intake may be effective.

Research efforts should focus on socioeconomic factors contributing to disparities in diabetes
management outcomes. Health professionals should consider how Hispanic men are affected by the
intersection of various sociocultural and economic factors. Results from this study describe multiple
barriers this population faces which are not limited to one category such as gender, race, or culture.
Rather, these results suggest Hispanic men are particularly challenged not because they have barriers
distinct from other populations but because the prevalence of multiple barriers- some of which are
attributed to gender and culture- are unique to this population, and create circumstances unique for this
population. particularly challenging circumstances. Hispanic men would benefit from future research that
focuses on the combined effects of these factors rather than the individual influence of each in health
outcomes. By increasing focus on these factors as a collective experience, researchers may be able to
better determine how these intersect with systemic policies, thus creating a platform for addressing these
disparities at a systemic level rather than an individual level (Viruell-Fuentes et al., 2012).

Systemic policies and procedures should be implemented which support greater integration between
health professionals. More efforts should be made to increase coordination among health professionals
involved in the diabetes care process. A more integrative approach creates opportunities for more
individualized and long-term care which focuses on environmental and socioeconomic barriers and
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facilitators. For Hispanic men this could enhance their engagement in diabetes management practices,
particularly concerning diet. Dietitians can provide added value to address behaviors related to dietary
self-management of diabetes, and policies should be considered which encourages doctors to refer their
patients while also encouraging Hispanic men to take advantage of the additional nutrition support.
Finally, health professionals and their patients would benefit from more training in cultural competency
and behavior modification, and diversifying the healthcare system as a whole would provide enhanced
quality to historically underrepresented minority populations.
Conclusion:
This is one of the few studies examining health professionals’ perceptions and experiences about
addressing the dietary needs of Hispanic men with T2DM. Findings suggest that health professionals
perceive Hispanic men to have multiple social, cultural, and economic barriers that influence their dietary
management of T2DM. While some of these were considered specific to Hispanic culture and/or gender,
more important for health professionals to consider is how these perceived barriers intersect to create
challenges unique to this population. Nutrition education provided by health professionals should be an
individualized and interactive process and should include a team of qualified health professionals.
Developing trusting relationships were considered essential when providing dietary care to increase
receptiveness to nutrition education as well as increase motivation to make healthy dietary changes
among Hispanic men. Health professionals would benefit from increasing their knowledge on various
aspects of Hispanic culture; this may be achieved by diversifying the field, or through additional training
in increase cultural competency and behavior change counseling skills.
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Appendix A: Oral Consent Script
Hello. My name is ___________. I am a graduate student from the City University of New York
and am conducting a research study titled Understanding Facilitators and Barriers to Dietary
Self-Management Among Hispanic Men with Type 2 Diabetes: Perceptions of Nutrition and
Health Professionals.” You are being asked to participate in this study because we are currently
looking for health professionals who have experience working with Hispanic men with Type 2
Diabetes. The purpose of this research study is to determine current perceptions related to the
challenges and strategies Hispanic men face in their dietary management of Type 2 Diabetes.
The information received during the interview will help nutrition and public health professionals
to create programs that address the specific needs of Hispanic men living with Type 2 Diabetes.
The study involves a one-time interview, expected to last approximately 20 minutes. The
interview will be audio-recorded.
We are committed to protecting your privacy and maintaining confidentiality. There will be no
recording of your full name. You will be given a subject ID in order to keep your identity
confidential. Your name or any identifying information about you will not be published or
attached to your responses. There will be no record matching your real name with your study ID.
The information we collect from you as part of this study will not be used or distributed for
future research. Your participation in this research is voluntary
We do not anticipate any risks or harm from your participation. However, if you feel
uncomfortable answering any part of the interview, you do not have to answer or talk about
anything you don’t want to. You can stop participating in the study at any time without penalty.
Although this study may not benefit you personally, we hope to use this information to aid future
efforts in creating programs that are focused on improving diabetes management among
Hispanic men.
If you have any questions, you may contact Melissa Fuster at (718) 951-5000 ext. 6919 or Leah
Galitzdorfer at Leah.Galitzdorfer98@bcmail.cuny.edu. If you have any questions about your
rights as a research participant or if you would like to talk to someone other than the researchers,
you can contact CUNY Research Compliance Administrator at 646-664-8918 or
HRPP@cuny.edu
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Appendix D: Measurement Instruments
Interview Guide
Subject ID___________________

Date_____________________

Introduction: Thank you for agreeing to participate in our study. During this interview, I will be
talking to you about your experiences working with Hispanic men with T2DM. We appreciate your
honest opinion and you taking the time to share your experiences with us. We can skip any question,
and you can stop the interview at any time. Do you have any questions before you begin?
Gender: __________________________

Ethnicity/Race: _____________________________

Age: ______________________________ Languages Spoken: _________________________
Education: ________________________

Years’ Experience: ___________________________

Site Setting: ________________________ Borough/Neighborhood: _____________________

These next questions will be focused on your experiences related to working with Hispanic men with
Type 2 Diabetes. They focus on what you perceive to be common challenges and strategies used by
this population when establishing healthy dietary behaviors to successfully manage their diabetes.
1. What work are you currently involved in?
2. Tell me about your experiences working with Hispanic men with T2DM?
3. In your opinion, what are some of the barriers men face when managing their T2DM?
a. What are barriers when managing their diets?
i. PROBE: What, if any, is the role of culture and gender?
ii. PROBE: Are these experiences unique to Hispanic men? Do you think these
experiences are unique to this populations or does this extend to other minority
populations?
4. What do you think are some of the best practices in working with this population?
a. PROBE: Examples of successful strategies/interventions/recruitment measures?
b. PROBE: Examples of successful resources used?
5. What aspects of following a healthy diet (modifying dietary behaviors) are generally most
accepted among Hispanic men?
6. What aspects of following a healthy diet (or modifying dietary behaviors) are generally least
accepted among Hispanic men?
7. Are there any areas in which nutrition professionals could improve to better serve this
population?
a. PROBE: What is the healthcare system currently lacking?
b. PROBE: What are potential solutions for addressing these challenges?
8. Is there any additional information you would like to add?
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